bacteriological condition of the throat in Mr. O'Malley's case during the acute stage, in view of the fact that some destructive throat lesions were associated with the symbiosis of Vincent's organisms. In such cases the local application. of salvarsan was of great service. Dr. Rolleston had recently shown a case of Vincent's angina at the Clinical Section,1 where this treatment had been most successful, and the same method had been recommended for the necrotic angina of scarlet fever by Netter in Paris,2 and Schreiber in Germany. I Practitioner, 1913, xci, p. 847. 2 Bull. et in1rm., Soc. mid., H6p. de Paris, 1912, xxxiv, p. 91. 3 Verhandl. d. Deutsch. Kongr. f. inn. Med., Wiesb., 1913, xxx, p. 142 The bowels were opened by enemata, and relief appeared to be given. The pulse-rate and temperature were normal. Next day the bowels were opened naturally, and the motions were natural in all respects. In the late afternoon it was noticed that the abdomen was becoming distended, and several screaming attacks occurred. Then, for the first time during a period of quiet, a swelling was felt in the right iliac fossa. Nothing felt per rectum.
A diagnosis of intussusception, causing partial intestinal obstruction, was made.
On opening the abdomen, the swelling was seen to be situated in the cecum. The appendix was lying free, and not involved in the swelling. It was still thought to be an ileo-colic intussusception, until it was found to be impossible to reduce it. The colon was then opened beyond the swelling, and it was seen that it bore no relation to the ileo-ceecal valve, beyond blocking the orifice. It was a tensely distended cystic swelling, attached to the outer and posterior wall of the coecum. The hole was closed. The lower 3 in. of the ileum, the ca?cum and its contained cyst, and about 2 in. of the ascending colon were excised. The open end of the colon was closed, and the lower end of the ileum left open with a Paul's tube inserted, in order to relieve the marked distension of the bowel which was present. A lateral anastomrosis by suture was made between the lower end of the ileum, 6 in. from its free end and the transverse colon. The abdominal wall was closed in one layer, the Paul's tube being brought out through the lower end of the wound. The drainage acted quite efficiently, and on the fourth day the bowels were opened naturally by the rectum. On the fifth day the Cyst of the caecum in a child. A, vermiform appendix; B, window cut in the wall of the cyst; C, glass rod passing through the ileo-coecal valve.
abdominal wound gave way, and during the process of replacing the bowel which escaped the anastomosis was torn, and had to be resutured. The next day motions were passed by the rectum, and very little came through the enterostomy wound which was still retained. At the end of three weeks, owing to the septic condition of the anterior abdominal wall from constant fecal containination, the marked wasting and downhill progress of the child, and its failure to take food, an attempt was made to close the faecal fistula. It remained closed for nine days, during which time the condition of the child improved, but it then broke down again. A fortnight later another attempt was made, but this also failed, as did a further attempt made in October; the leakage, however, was very much smaller.
On December 10 an attack of acute intestinal obstruction supervened. The wound was freely opened up, and a dense band of fibrous tissue found to be tightly constricting a piece of intestine proximal to the site of the hole in the bowel. This was divided, and as far as possible the matted loops of intestine were separated from each other, the hole in the bowel carefully sutured, and the abdominal wall repaired in three layers. The original anastomosis was not seen. Since this time the child has made excellent progress, gaining in weight, taking food well, sleeping well, and has regular action of the bowels.
Except that the child is small, weighing only 15 lb. 8 oz., measuring only 28in., and having only two teeth, he appears to be nornmal.
The specimen shows the condition found. It is a cyst in the wall of the ceecum, attached almost by a pedicle to the outer and posterior wall of the cmocum. It contained clear mucoid fluid, odourless, and not infected. The interior of the sac is not in any way connected with the lumen of the bowel. It has no connexion with the ileo-cecal valve, but completely blocks its orifice. The appendix is natural and normally placed. The outer layer of the cyst wall is composed of a glandular tissue of bowel wall, lined by columnar-celled epithelium, the inner layer of flattened endothelial cells. The intervening tissue is composed of loose fibrous tissue and non-striped muscle.
DISCUSSION.
Mr. GIRLING BALL added that the case was remarkable, firstly, on account of the recovery of a child, aged 3 months, after resection of a comparatively large portion of the botel, especially as intestinal obstruction of some considerable degree was present. It was also surprising that the child survived several operations subsequently, in view of the conditions present. Secondly, the tumour and its pathology were of interest; the condition was an uncommon one, and its origin obscure; in some cases these cysts are described as being protrusions of one of the ileo-cecal valves, as in the case of an intussusception, a portion of which becomes shut off, secondary cyst formation occurring; in this case the cyst bore no relation to the ileo-cacal valve. Ziegler describes the tumours as being of teratoid origin. A third explanation is that a cyst is formed from some of the mucous glands lining the bowel; in this case, however, it was situated below or amongst the fibres of the muscle coats of the bowel.
Mr. PHILIP TURNER said that he was much interested in this case as he had shown a very similar one at a recent meeting of the Society. In his case the cyst was situated in the mesentery, in the angle between the colon and the termination of the ileum, and bulged into the intestine, causing obstruction at the ileo-caecal valve. A diagnosis of intussusception was made, and the nature of the lump was only recognized when it was withdrawn from the abdominal cavity. He attempted to dissect out the cyst, but the wall of the latter was so incorporated with the intestine that this was impossible. The cyst was accordingly incised and drained, and the child recovered, but with a sinus discharging mucoid material. Though not occupying quite the same situation, the nature of the cyst was probably the same in both these cases.
Enlargement of the Mammary Gland in a Boy, aged 10O Years.
By L. E. BARRINGTON-WARD, F.R.C.S.
THE enlargement had been noticed for six months. There was no history of injury. The swelling had been tender at times. The left breast formed a swelling the size of an orange. It was slightly lobular and tender to touch. There were enlarged and painful glands in the axilla. The right breast was normal. The external genitals appeared normal, and the testes were descended. In character the boy had masculine tendencies well developed.
The exhibitor thought the case of sufficient rarity to merit demonstration. Mastitis in girls of any age was not uncommon; mastitis in boys was distinctly uncommon, especially if unilateral. The tenderness and the enlargement of the axillary glands suggested that this swelling was inflammatory, although an abnormal amount of mammary gland tissue must be present. With regard to treatment, he thought removal of the abnormal tissue was the right course to pursue, since the boy was about to go to a boarding-school and the deformity would be a constant reproach to him. It had shown no signs of disappearing during some months of expectant treatment and was becoming increasingly painful.
Dr. COCKAYNE said that unilateral enlargement of the breast usually occurred in association with testicular abnormality. One case was recorded in which the boy was a cryptorchid on the same side; in another boy approacbing puberty the enlargement of the breast followed a severe blow to the testicle on the same side. In yet another case the left breast began to enlarge at the age of
